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AFGA Clinic Expansion 
Project Paper 

Part I Summary 

A. Summary Infont atlon 

1. Project Title: AFGA Clinic Expansion 

2. Project Number: 306-11-570-139 
Cooperating Country: Afghanistan 



3. 



Executing Agency: Ministry of Public I ealth, 
Gorernment of Afghanistan 

4. Obligation Span: FY 75 to FY 77 

5. Implementation Span: FY 75 to FY 77 

B. Project Purpose 

The project purpose is to expand the Afghan Family Guidance 
Associations system of family planning clinics to a total of 
35 and create outreach serTices for family planning to both 
males and females. The target number of new acceptors 
is: CY 1975 17, 000 CY 1976 28 , 000 CY 1977 31,000 



FISAHCIAL DATA 

1. Total Project Coat FY 75 FY 76 FY 77 TOTAL 

A.I.D. 25^,000 278,000 5*4.,000 586,000 

I.P.P.F. 200,000" 200,000 200, COO* 600,000 

Govt, of Afghanistan 67,000 99,1+00 99,1*00* 265,800 

(Annex D) 
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2. AID Pro.i 


ect Cost 
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(1) Local Hire 
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c. 


Commodities 
Other Costs 
(1) Clinic Rent 
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Salary 
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Transport 
Subsidy 
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Information 
System 
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Performance 
Incentive 


8,000 


8,000 






16,000 



3. Appropriation Category: Pdjnitstlon Planning Health Title-X 



Project Derelopment T eam 
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Stephen C. Thomas. M.D., Deputy Chief, USAID 
Office of Population 
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PART II PHOJECT 



A. General 



The Afghan Family Guidance Association (AFGA) Is a roluntary 
organization, affiliated with the International Planned Parenthood 
Federation (IPPF)^ which has pioneered the dellrery of contra- 
ceptlre serrices in Afgnanistan*s strongfypronatalist. sometime 
hostile atmosphere. AFGA has earned a certain position of 
acceptance and creditiiity in Afghan society where virtually no 
contraceptire serrices were present fire years ago. 

In June 1974, the Ministry of Public Health (MPH) made a request 
to AFGA, USA ID and IPPF for an expanded clinic system in order 
to establish one clinic in each provincial center and to include, to 
the extent possible, maternal and child health (MCH) serrices. 
IPPF agreed to fund the necessary increased personnel for these 
new c'Inics (physician, nurse, one family guide per clinic). The 
MPh also agreed to take oyer the functioning system at an 
unspecified future date. This project proposal is USAID*s input 
for the clinic expansion (Annex B). 

B. Sector Goal 

The USAlD»s population program goal (as distinct from the GOA, 
which has no public goal on population) is that the GOA will 
undertake the funding and Implementation of action program which 
-4- 



will achiere a population growth rate compatible with the social 
and economic derelopment progress in Afghanistan. The USAID 
has not established a tlrre limited target for the achierement of 
this goal for population programs are embryonic in 1974. The 
success of such programs can be measured by the (1) rate of 
natural increase of population, (2) rate of increase of real income 
per capita and (3) the size, thrust and funding of GOA programs 
in the fourth and fifth derelopment plans. Howerer, the achiere- 
ment of these indicators, when they are defined, will be dependent 
upon the orerall assumption that a process of modernization continues 
to b< a priority in Afghanistan. 
C . Project Purpose 

The- purpose of this project is to expand AFGA's system of family 
planning clinics to a total of 35 and create outreach serrices for 
family planning to both males and females. 

The most -ie fin it ire indicator of this project's success and attain- 
ment of its purpose is a rising number of new acceptors each year. 
rh<* • st.TDlisr.ci n^w acceptor targets are: CY75 17,000 CY 76 
I'l'^li' and CY 77 31,000. Other indicators are <1) 35 operating 
clinics, (2) clinics staffed with 27 doctors, 35 nurses and 140 
family guides (FGs), (3) family guides working as prescribers and 
suppliers of contraceptires and delirering a basic MCH serrlce 



and (4) family guide service extending in a radius of 10-15 KM 
from each clinic. 

The basic assumptions necessary to the overall success of this 
project are that (a) The GOA will continue to sanction A FGA 
operations and (b) qualified people will be recruited to fill the 
now vacant and newly created positions. 

D. Outputs 

The outputs necessary for the achievement of project purpose are 

(1) available family guidance services in the 16 new clinics in 
provinces without services at present, and services available to 
larger numbers of people in areas adjacent to the existing clinics; 

(2) an automated client information system producing monthly, 
quarterly and yearly reports to monitor the delivery of these services; 

(3) an established A FGA training capacity which will train 126 Family 
Guides. CY 75_63_ and CY 76 _63 and (4) reorganisation of AFGA 
headquarters. 

K . inp uts 
1. U SA ID 
USA ID assistance proposed for this project is in three categories. 

a. Personnel 

A Direct Hire POP /Health advisor will be the full time advisor 



and project manager for this project. He will be 
assisted by at least two local hire Afghans who will 
assist in monitoring the project's implementation. In 
addition, there wJDl be nine man months of short term 
consultants serrices to direct two eraluations of A FGA 
actirities; the first a baseline study of existing clinic 
operations and serrices and the second, a follow-up 
study on existing cl!nies and an assessment of the new 
clinics opened. 

b. Commodities 

The commodities are designated for use in the Training 
Centei (X projector, 1 screen and rideo tape equipment^ 
(Annex A) 

c. Other Coato 

This category of inputs is a direct funding of the A FGA 
Clinic Expansion local costs and a pro-rision of funds for 
performance incentires. 

?. GOA 

The GOA input will be personnel and other costs of MCH serrices 

in 9 Kabul Clinics. 

3. IPPF 

IPPF contribution will be budget support for a portion of the 

personnel and operating cost. 



F. Project R atlonale / Justification 

1. General 

Fssentially the project is an effort to offer serrices to larger 
population groups by creating a larger Afghan Family Guidance 
Association clinic base. Secondly, it attempts to develop the 
capability of para -medical workers (Family Guides) as contraceptive 
dispensers and thus loosen the ties of the system of physician -only 
services to allow greater contact with the population at greater 
distances from clinic sites (Annex Map. ) 

Achievement of the project purposes will be an important step in 
moving A Tghanistan towards development of programs that offer 
opportunities to influence the population growth rate. There are, 
moreover, immediate benefits: 

a. The strengthening and expansion of an Afghan organization 
which has the potential of stimulating demand for fertility 
control measures by larger numbers of couples. 

b. An increased number of contraceptive users with the 
potf ntial of n-duction in population growth rate. 

c Matemal and child health benefits by a reduction in 
maternal and child morbidity and mortality. 



d. The development of an Increased realization among people 
of the potential family benefits of reduced fertility. 

e. The expansion of an existing system at the prorincial 
level while the MPH develops its Basic Health Center (BHC) 
system. The AFGA system could be integrated with or 
absorbed by the MPH system at a later date. 

2. Clinic Expansion 

AFGA is the only group delivering contraceptive services 
and presently has 19 clinics in Afghanistan. Nine of these are 
in Kabul, the only major population center in the country (Population 
is approximately 600,000). 

a. Kabul - in Kabul there is a need to relocate some of the 
existing clinics to areas of greater population density. This 
entails the renting, renovation, and furnishing of seven new 
clinic sites. USA ID granted $15,000 for this project in FY 74, 
Two have been completed and are operating; work is in progress 
on two more; leaving a need for funds for the remaining three. 

b. There are 16 of the 26 provinces that presently have no 
clinic:?. It has been proposed bv MPH that a clinic be placed 
in the cr-ntral. cityl/ in each province for a total of 



17 City does not have the connotation in Afghanistan that it does 
in the L . S. These "cities" are generally market towns or seats 
of provincial government with populations of three to thirty thousand. 



16 new clinics. This project proposal which provides for 
opening of 16 new provincial clinics is in response to the 
MPH request. 

3. Increase in Number of Family Guides . 
The family guides represent the only available means of 
reaching potential acceptors outside the cliric. Experience with 
the guides indicates taat. in their present role as information 
carriers only, they are lis*ed as e«f referral point :,r up to 40 
percent of clients visiting the clinics. The guides themselves 
hare obse-ved that many potency, acceotors either will not or 
cannot travel to the clinic for service. The increased number 
of guides is aimed at increasing the penetration into areas 
surrounding the clinic. 

4 - Retraining, use of males, and transportation suppo rt. 
These changes are inter -related, in order to circumvent 
the problem of potential acceptors having to travel to the clinics, 
it is proposed to train the guides as preservers and suppliers 
of contraceptives (excepting the IUD). A monthly transport sub- 
sidy for each clinic is proposed to provide funds for utilizing local 
transport in order that they may extend their geographic range. It 
is also proposed that, in addition to their contraceptive supply function 
a basic MCH service be provided by the guides. This will meet two 



needs: 



(a) The MPH has requested the AFGA to provide 
MCH services, and 

(b) Potential acceptors are routinely interested In 
services for their children. In this culture, the guide - 
may be more socially acceptable if she/he also provides 
rudimentary MCH advice rather than acting solely ^n a 
"birth controller" role. 

This is a male -dominated, male -oriented society. The male 
Sid* 3 of the contraceptive equation has been little exploited. Males 
can tracel freely where females cannot. Males can contact other 
mal^s in groups. To date, a major reliance has been placed on 
young single females as family guides. An increased effort to gain 
increased contact with the population around clinics requires a 
system of guides which are the product of experimentation with 
different types of individuals. The support for increased numbers 
of more mobile guides is based on the AFCA's willingness to do 
the foll.v.vine: 

<P {Veruit and utilize male guides; at least one per clinic. 

(?) t.xperiment with women of varying age groups, marital 
status, and of proven fertility. 

(3) Increase the radius of travel around clinics with guides 
following planned routes on a definite schedule. 



(4) Begin to contact groups of employed males. 

5. Training 

In the past, AFGA has benefitted from haring the majority 
of its core staff (physicians and mid-wires) trained outside 
.Afghanistan. 

There has been local training of personnel, particularly family 
guides. Ail personnel hare, from time to time, been given refresher 
courses locally. AFGA personnel have presented lectures on family 
planning to physicians at the Public Health Institute. These 
physicians are in training for posts in the basic health centers. 
However, in AFGA, there has been no training staff as such, and 
no division prepared to accept trainees on a regular basis. Training 
courses are variable and the trainers are variable as this activity 
is ancillary to their primary jobs. The key to the proposed clinic 
expansion will be the quality of the staff placed in the clinics. The 
largest single group in need of training will b** the new family 
guides. In addition, there will be some physicians in need of 
training, as well as the retraining of the present family guides. 

The training resources within AFGA consist of a single physician 
and the personnel stationed in the Kabul clinics. There are physicians 
outside the AFGA who hare been and can continue to be utilized as 
-12- 



lecturers. It is proposed that support be given for the develop - 
ment of improved training capabilities on a continuing basis. 

The need for a changed training program is not due solely to 
an increase in numbers of personnel. The family guides will be 
assigned a new set of duties?, an extension of the previous function 
which was limited to information and referral to clinics. They will 
be trained to prescribe contraceptives and actually dispense and re- 
supply. In addition, as a partial answer to the Ministry's request 
for MCH services in AFGA clinics, they will supply two services 
basic to any reduction of childhood morbidity and mortality. They 
will teach mothers infant and child feeding with nutritious, clean 
food at the proper weaning age, and personal hygiene. 

Basic to the development of a permanent training section is the 
addition of persons to the existing headquarters staff whose primary 
responsibility will be the planning, scheduling, and execution of a 
training program. These new positions are a training center adminis- 
trator a.id assistant administrator. A second function of the 
permanent training staff will be continuing contact with and evaluation 
of, their trainees in the field so that courses may be revised to better 
equip personnel for actual conditions. 
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While the AFGA clinics in Kabul offer adequate facilities for 

field work by trainees, it will be necessary to insure adequate 

classroom facilities for didactic teaching. ProTision for this 

is made 

Underlying the derelopment of a permanent training capability 

is the consideration that sometime in the future the A FGA may 

no longer operate a clinic service. However, the demand for 

trained personnel would continue from MPH. The facility and 

the experience gained would be a continuing AFGA contribution, 

helping to assure a supply of family planning workers. 

The following broad areas will be included in the training course: 

(1) Rationale for fertility limitation: health, population 
growth, economic benefits, etc. 

(2) Basic mechanism of conception. 

(3) Various contraceptive methods that interrupt the 
conceptive mechanism. 

(4) Essentials of each methci and means of handling 
pere^ired problems. 

(5) How to counter rumors. 

(6) Basic essentials of infant and child feeding. The 
utilization of local foods to meet these requirements. 

-14- 



(7) The mechanism for the spread of disease and how 
to break the chain of infection. 

(8) The significance of the weight chert. How to weigh 
infants and children and recording data on the weight 
chart. 

This project's training component is directed toward strengthening 
theAFGA service delivery system. It aims at the further develop- 
ment of a now functioning organization. It builds on its strengths 
and attempts to correct its weaknesses. V ith the establishment 
of a nationwide functioning contraceptive delivery system, whose 
operation can be assumed by the Ministry of Public Health (MPH), 
AFGA will have fulfilled a request from the MPH. At that point, 
AFGA could well turn its complete attention to the areas of training 
and education and be relieved of the responsibility for service 
delivery. 

6. Perf ormance Incentive /Targets 
a. I ncent ives 
The expansion of AFGA clinics to 35 with national coverage 
will result in the establishment of an undetermined organizational 
capacity which must be utilized to the fullest. This project proposal 
incorporates a provision for the establishment of performance 
incentives which it is hoped will help stimulate AFGA to achieve its 
overall performance targets. 



At this stage of the project development the details of a work- 
able and acceptable incentive plan have not been agreed to by all 
parties. Basically, there are four types of approaches which 
may be used: 

a. Reward to new .acceptors. 

b. Rewards to field workers, clinic staff and family guides. 

c. Rewards to management 

d. Rewards to the organization 

The coal of all four would be to increase the number of new 
acceptors with the newly-increased organizational capacity and 
consequently reduce the cost per new acceptor. It is envisioned 
that the formula to compute incentives payment may as a guideline 
be 50 percent of the decrease in cost per acceptor as the cost 
declines below a standard cost. 

This proposal envisions the use of incentives as a way of stimulating 
growth and good management by concentrating on decreasing the cost 
per new acceptor and provides $17,000 to be used for this purpose. 
The performance incentive plan to be utilized will be decided upon 
when the Project Agreement is negotiated. If by chance no agree- 
ment can be reached the money will not be used. 

b. Targets 

The overall performance targets - NUMBER OF NEW 



CLIENT VISITS*./- will be employed as one Indicator of the 
achievement of the project purpose. The basis used In establish- 
ing these targets is cost per new client visit of $11.00 based on 
AFGA's 19*Z4 performance. It is the level of activity which will 
maintain this cost per new client visit that we have established 
as the performance targets for judging this project's success. 
The CY 1975 and 1976 targets are computed after excluding 
from the operating expense budget the capital cost of the clinic 
expansion. 

Targets 
New Client Visit (new acceptors) 
CY 1975 - 17.000 CY 1976 - 23. 000 CY 1977 - 31.000 

The above targets are based upon a clinic expansion with three 
clinic's being opened each quarter and allows 12 months before 
the clinic is fulW operational. 



j7 Defined as the first tfane that a client visits a clinic 
and accepts a fansfly planning method. 



AJF.GA. CLIENT VISIT STATISTICS 

OPERATIONS COSTS - COST PER NEW VISIT 
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RE -VISITS 
COLLAR AMOUNT 




7. Reorganization of AFGA 

The current AFGA organization ia geared to the management of 
the existing 19 clinics, nine of which are located in Kabul with 
the remaining 10 being located in the larger provincial centers 
(except the two part time clinics Mir Bacha Koot and Logar). 
The current staff was not trained by AFGA except for the 29 
family guides. Consequently, there is no extant element in the 
existing organisation which is capable of accepting the training 
responsibility for family guides. 

The logistic support element of the organization is now centered 
in the A iministrative Branch. At this time the scope of activities 
is Hmited anddoesnot include all the management support responsi- 
bilities normally associated with the administrative arm of an 
organization. Nor does this element of the organization have a 
staff position which could accept an expanded scope of responsibilities. 

Another function which is lacking in the current organization is 
evaluation and reporting. There are two statistical clerks which 
nrc organizationally under the Director of Clinics. 

Thus, it will b^ necessary to reorganize AFGA headquarter's before 
it can accept responsibility for implementing the proposed clinic 



expansion and latter management ot the expanded system. This 
project proposes the following organizational changes. 

1. Establishment of two new positions in the administrative 
area (Director and Assistant Director of Administration) that will 

be responsible for the normal administrative management support 

functions plus the physical aspect of renting, renovating and furnishing 
new clinics. 

2. Establishment of an Assistant Medical Director position to 
assist the Medical Director in the supervision of the increased number 
of clinics. 

3. Establishment of an Assistant Director of Information and 
Education position to assist the Director in the recruitment of fam.'ly 
guides, supervision of the new training center and development of train- 
ing material. 

4 Establishment of a training center for the training and re- 
training of family guides and other clinic staff as required. 

5. Establishment of a new organizational element - Clinic 
Information Analysis Unit with a new position for an analyst and the 
transfer of the two existing statistical clerks to this unit. This unit 
will be responsible for the management of the client information system. 
The analyst will also perform evaluations as directed by the President 
and Vice President. In addition, this unit will work with the short term 
consultant in performing the baseline line and follow-up survey /evaluations 
proposed in this project proposal. 
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8. Signiflcance of the Project 

In terms of population pressure, both present and potential, 
on Afghan resourcee a slowing of the population -growth rate is 
important. While data to compute an accurate growth rate are 
lacking, it is estimated to be between 2 and 2.5 percent. At 
present the population lives in less than optimal balance with the 
food supply. Varying degrees of malnutrition are widespread. 
Large family size puts heavy pressure on static family income. 
There is evidence that pressure on the land is increasing, leading 
to rural unemployment and under -employment with increasing 
migration to towns and cities. Existing industry cannot absorb 
this migration. 

The socio-cultural environment is rife with pm-natalist attitudes. 
The ex-tended family is the basic unit and family strength is a 
function of size. Male children are desired for this reason; 
females are of lesser importance. Children are the security for 
old age and current labor to assist in tilling the land. Only a tiny 
fraction of women are employed outside the home as cash income 
earners. Traditionally, women are the bearers and raisers of 
children, and there has been little change. 
It is against this background that the Afghan Family Guidance 



Association began its services five years ago and against this 
background that it has not only survived but expanded. It is 
providing a service that is regarded as useful by a small but 
increasing proportion of women. There are, presumably, 
thousands of women who do not receive family planning services 
for reasons of personal reticence, distance or ignorance. While 
the number of women actually served by AFGA clinics is about 
45,000, the number of clinic visits for contraception increased 
25 percent in the first quarter of 1974 over the same period of 
1973. One virtually unexploited source of contraceptive acceptors 
is the male of the population. In this male-dominated society, it 
is essential that they be brought into the contraception decision in a 
more cooperative fashion. 

The Ministry of Health is making an effort to develop health services 
that will reduce maternal and child mortality. (The latter is estimated 
at 20 to 50 percent by age 5.) Adequate and available contraceptive 
services are necessary, but not sufficient, to reduce this mortality. 
If there is success in reducing this mortality, contraceptive services 
will be needed to hold the population growth rate at a reasonable level. 
The Ministry of Health looks to the AFGA as an organization with 
financial resources to continue the development of a system of services 
which the Ministry cannot finance, manage nor politically advocate at 
this time. 
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Project Implementation and Evaluation 
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1- I mplementation Steps 1st Quarter 
a. Transfer Operation Advance 
Action Officer: USAID 
Date action to be completed: 
Date action completed: 



Recruitment of staff to fill additional positions 
in AFGA headquarters. 

Action Officer: President 

Date action to be completed: 

Date action completed: 



Surrey of selected geographic locations. 

(1) Determine availability of buildings for clinic use 
and prepare a listing of potential facilities that 
will be available. 

(2) Estimate renoration work required for buildings 
selected as possible clinics and determine the 
extent such work will be done by the landlord. 

<3> Determine willingness of landlords to give AFGA 

use of the property on Geroew Koerdan. 
(4) Determine arailability of local contractors to perform 
renovation work not to be done by landlord. 



(5) Determine availability of local transport on 
fixed-fee basis. 

(6) Start initial local advertising for family guides, 
publicizing date when local recruitment is to 
begin. 

Action Officer: Directors of Administration 

and Clinics ___ 

Date action to be completed: 

Date action completed: 



Prepare priority list of all 16 clinics to be opened with 
estimated dates that clinics will be ready to receive 
equipment and staff. 

Action Officer: Director of Administration 

Date action to be completed: 

Date action completed: 

Negotiate lease or Geroew documents for clinics 
selected to be opened in the first quarter. 

Action Officer: Director of Administration 

Date action to be completed: 

Date action completed: 



f. Negotiate contracts for renovation work not to be 
done by landlord. 

Action Officer: Director of Administration 

Date action to be completed: 

Date action completed: 



g. Revise family grade curriculum to include MCH element, 
contacting large work groups, prescription of contra- 
ceptives, and planning of client visit routes. 
Action Officer: Director of Information & Education 

Date action to be completed: 

Date action completed: 

h. Recruit and train 2i family guides. 

Action Officer: Director of Information & Education 

Date action to be completed: 

Date Action completed: 



Retrain 20 currently employed family guides. 
Action officer: Director of Information & Education 
Datt- action to be completed: 
Dat^ action completed: 



Page Not Available 



n. Follow -up with ABM to assure that programming 
of the monthly reports ol the Client Information 
System is completed. 

Action Officer: Eraluation Unit Analyst 
Date action to be completed: 
Date action completed: 



o. Negotiate contract with ABM to produce monthly 
computer reports. 

Action Officer: Vice-President 
Date acticHrto be completed: 
Date action completed: 



p. Negotiate contract ABM to program and produce the 
quarterly and annual reports of the Client Information 
System. 

Action Officer: Vice-President and Analyst 

Date action to be completed: 

Date action completed: 



Modification of Client Information System to include 

data from increased family guide scope of actirities. 

Action Officer: Short Term Consultant, Eraluation 
Unit Analyst 

Date action to be completed: 

Date action completed: 



Evaluation of existing clinics operations and 

available service statistics including effective - 

ness of family guides. 

Action Officer: Short Term Consultant 
Evaluation Unit Analyst 

Date action to be completed: 

Date action completed: 



s. Modification of family guide training program to take 
into consideration results cf evaluating effectiveness 
of family guides. 
Action Officer: Director cf Information & Kducation 
Date action to be completed: 

Date action completed: 

Implementation Steps after First Quarter will be similar to those of 
the first quarter as they relate to selecting and training of staff and 
opening of new centers. 
2. Disbursement Procedure 

3 * Perfo rmance Replenishment Proce dures 

AFGA and the AID will sign a project agreement, AFGA Clinic 
Expansion, specifying costs eligible for project financing and the 
maximum amounts to be reimbursed by AID. The disbursement of 
of these grant funds will be tied solely to AFGA's performance as it 
relates to implementation progress of the project (pp 26 ). Basically, 
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the performance funding elements of this project are established 
limits for rent for clinics, salaries for family guides and head- 
quarters staff, new clinic renovation expenses, clinic furnishing, 
transport subsidy, and AFGA automated information data system. 

Payments of grant funds will be made in afghanis. Costs incurred 
against any budget line item for which reimbursement will be claimed 
may not exceed the budget line item by more than 10 percent without 
prior AID approral. However, reimbursements of the total pre- 
determined reimbursable costs may not be exceeded. 

b. Advance 

After the signing of the AFGA Clinic Expansion Project Agree- 
ment and upon request by AFGA, an advance will be made to AFGA 
in an amount sufficient to provide operating funds for the first six 
months of project implementation. At three -month intervals there- 
after, AFGA will forward to USAID a request for reimbursement for 
those eligible costs (pp 2 ) incurred during the quarter subject to 
the limitations noted under Claims for Reimbursement Section. The 
reimbursement of these eligible costs will replenish the initial operation 
advance and will continue to do so each quarter until the total reimburse- 
ment plus the initial advance equals the eligible amount reimburseable 
under the grant. From this point, AFGA*s request for reimbursement 
of incurred eligible costs will not result in a payment to AFGA; instead, 
the amount due will be deducted from the initial advance until the advance 

is liquidated. 
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c. Clinic Visitation 

Each clinic opened under this agreement will be superrised 
by a physician and staffed with one nurse and four family guides. 
Prior to or shortly after the initial opening, each clinic will be 
visited by a representatire of USAID and the AFGA Directors of 
Clinics and Administration. They will prepare a joint risitation 
report which will record the status of the clinic's readiness for 
operating. These reports will identify any problems and recommend 
correctire action. 

d. Clinic Certification 

After each clinic is renorated, equipped, and staffed and 
operating, the President of AFGA and the USAID representatire 
will jointly certify that the clinic was leased, renorated. and staffed 
according to specifications outlined in the project agreement. A 
clinic can be so certified if a minimum staff of a physician or nurse 
and one family guide is working at the clinic. This certification 
must accompany A FGA's request for initial reimbursement of rent. 
gfroewj./ and di^c renovation and furnishing. 

X r f i? o*"~ : Farsi word for mortgage. To mortgage (Geroew Koerdan) 
one's property in Afghanistan is to gire up the right to the US e of the 
property for an agreed upon period of time, for an amount of money 
which must be returned at the end of the agreed upon period interest - 

h^h" «,- lS e 2 >e ? ed **** U3e ° f mOSt ° f the new clhlic buildings will 
be by this method. 6 



e. Claims for Reimbursement 

Claims for reimbursements will be submitted to USAID 
erery quarter for all costs incurred during the quarter except 
that initial claims for rents, geroews, clinic renoTations and 
furnishings must be certified as described abore before inclusion 
in reimbursement claims. All such claims will be submitted in 
the prescribed format and signed by the President of AFGA and 
the Controller of Budget. 

A signed copy of each claim for reimbursement with all leases, 
gcroew documents, payroll registers, and receipts for which 
reimbursements are claimed will be filed at the AFGA Kabul 
headquarters. 



AFGA CLINIC EXPANSION PROJECT 
CLAIM FOR REIMBURSEMENT 
(DATED) 



Approred 

Budget 
Item 



Approred Cumulative Amt. Claimed For 
Budget Reimbursements Reimbursements 
Amounts Received This Request 



Rents 

Salaries 

Clinic Rg novation 

Clinic Furnishing 

Transport Subsidy 

Information System 

Totals 



1/ 



.11 



U A copy of the clinic visitation report and certification statement must be 
attached with the claim when a clinic's initial rent, geroew, renovation and 
furnishing payment is first included in the claim for reimbursement. 

I certify that all costs reported herein and for which reimbursement is claimed 
from USA ID were incurred in accordance with the Project Agreement (AFGA 
<"!inic Expansion) and that all leases, geroew documents, payroll registers 
and receipts are filed with this claim for Reimbursement at the AFGA Kabul 
Headquarters. 



Controller of Budget 



President, Afghan Family 
Guidance Association 



3. Audit and Records 

(a) The AFGA shall maintain books, records and documents 
sufficient to properly reflect all costs for which reimbursement is 
claimed. 

(b) AFGA*s pertinent books, documents, papers and records 
shall be subject at any reasonable time to examination and audit by 
the represetrtatires of the Agency for International Development for 
a period not to exceed three years from the date of last disburse- 
ment under the grant. 

B. Monitoring /Reporting 

This project's implementation will be monitored on a daily basis 
by a U.S. direct -hire POP /Health Officer who will be the project 
manager for this project and also serre as an adrisor to the AFGA. 
This officer will also be responsible for the continued sample veri- 
fication of the monthly, quarterly, and annual reports furnished to 
USA ID through the client information system (Annex C). In addition, 
thr r«- will be two project funded loc?l employees who will assist the 
project manager in his continued ev.-iluation role of AFGA's reporting. 
1 - AFGA Performance Repor t ing Kequirement to AID 
Monthly, quarterly, and annual reports produced by the AFGA 
client information system. 

2. The Afghan Family Guidance Association's Client 
Information System 

In 1971, Afghan Family Guidance Association requested the 
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State University of New York to derelop a client information system 
and proTide a statistical base whereby program performance could 
be more accurately evaluated with regularly prepared -eports. This 
- analytical reporting provides A FGA with a necessary managerial tool 
which when coupled with improved management procedures would make 
it possible for AFGA management to make program decisions designed 
to increase the effectiveness of the clinic. However, the Client 
Information System as now designed does not include a system of 
records that would allow for the recording of all visits made by the 
family guides and the results of those visits. This project proposal 
proTides funds for adding this aspect to the Client Information System 
w ith the publishing of the appropriate reports, 
a. < Dbjectives of the System 

(1) To provide information on a regular basis on 
the activity level s in each clinic. 

<°) To provide information on the continuation rates 
of clj^nts in each clinic. 

(3) To provide the basic data needed to evaluate the 
clinic program and also assess the effects of changes made 
by AFGA management. 

(4) To provide a better means of stock control by 
recording supplies issued to and dispensed from each clinic. 
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(5) To provide a description of the clients utilizing 
each clinic that will be used in the design of information, 
education, and communication activities. 

(6) To provide basic medical information and records 
of side -effects required for the provision of adequate 
services. 

(7) To provide data which will make it possible to 
analy.e the cost and effectiveness of the clinic operation - 
benefit /cost. 

(l\) To provide the necessary information required by 
MPIi and international donors so that they may monitor 
the progress of the family planning program in Afghanistan, 
b. I nformation Produced by the System 
In the clinic there are two basic documents filled out by 
the clinic staff. During the first visit, an entry interview recorded 
on the clinic record provides basic demographic, sociological, and 
communication information. This clinic record also contains informa- 
tion on the medical examination and on each subsequent, visit paid to the 
clinic by the client. The record is stored at the clinic and only a 
copy of the first page contsining the social, demographic, and 
communication information is sent to the central office for processing. 
Each cliejit visit is also recorded in the clime register and infor- 
mation regarding the services provided are recorded in a precoded 

-39- 



form to enable easy computer processing. A copy of the clinic register 
is sent to AFGA headquarters in Kabul at the end of each month, 
c. Reports 

(1) Monthly and Quarterly 

Based upon the above -described records, monthly and quarterly 
reports (Annex C) of clinic activities are produced which give an accurate 
idea of each clinic's progress. Also, an English summary with data from 
all clinics is produced. The monthly reports are sent to each clinic 
and serve as a regular means of communication by which the vice- 
president and director of clinics comment on each clinic's performance. 

Presently the monthly reports are produced by counting and 
sorting computer cards mechanically. However, the system is currently 
being programmed by ABM and will be produced on an 1MB 36/20 by 
January 1975. The quarterly reports are now being compiled manually 
by adding figures from the monthly reports. 

This proje<ft (AFGA Clinic Expansion) would provide funding 
for the programming cost for the quarterly reports and production 
cost for both the monthly and quarterly reports. 

(2) Annual Reports 

The annual report is broken into three sections (Annex C). 
This report design is considered to be in the draft stage and is subject 
to further modification after implemented. The first section contains 
indicators of the AFGA*s program performance based upon figures 



collected and aggregated for all of the clinics. Psrt B is a 
summary of information that describes the clinic clients aggregated 
for all clinics from AFC-A. Part C provides comparative indicators 
of clinic performance. Part D is designed to provide comparative 
descriptions of the characteristics of the clients at+ending each of 
the clinics rather than aggregating them for all clinics as is done 
in Part B of the annual report. 

Th'j data to produce the annual reports are available in 
the Client Information System. The reports have been designed as 
shown in the annex; however, the programming of these reports 
curreit ly being done by a SUNY advisor has not been completed. This 
project (AFGA Clinic Expansion) would provide the funding for producing 
these annual reports for two years. 

d. Computerization of System 

Afghan Business Machines (ABM) now has responsibility (contract) 
for creatine and maintaining a master file of all clientj and all their 
vi^itp and nlso ^ener.ntion of the monthly clinic reports. This project 
rjdds to that responsibility the quarterly and annual reports. 

e. Short Term Consultant 

A provision for short term consultant services is an integral 
part of this project proposal so that technical advisor needs can be 
met if required, for modifying the system to incorporate the increased 
scope of family guides. 
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f. Projected Cost of the Client Information System 



One-time $ 

Charge Per Year 

Monthly Reports 

a. Keypunching - 10,000 1.800 

Client fisit records 

b. Report Production Cost. 2.400 
Includes maintenance of 

master file of actire 
clients with last risit data. 

Quarterly Reports 

a. Programming (one-time 1,000 

charge) 

b. Report Production Cost 400 
Annual Reports 

a. Programming Cost 

b. Production Cost - 2, 000 

Modification of system to 4, 500 

Incorporate input concerning 
n*--A scope of family guide 
activity 

a. Additional Production Cost 500 

Misc. 400 

Total $5, 500 $ 7,500 



C. Evaluation 



In the past years of AFGA support by USAID. the main interests of 
AID have been in contraceptive consumption and the utilization of 
participants returned from training. Contraceptive usage has been 
monitored to insure adequate stocks, and will continue to be don?. 
Participant training is minimal at this time, bu» efforts will still 
need to be made to try and insure the best utilization of these trained 
persons. This will be accomplished by the direct hire POP /Health 
project advisor. 

A? the- AFGA clinic system expanded, it became increasingly evident 
that a data system which was both accurate and timely was needed. 
Bt the n?si?nment of a SUN Y- A DSstaff member to AFGA, a record 
system was derised and installed which collects detailed client infor- 
mation, and fr,r the past year has been producing monthly summaries 
of service statistics. In addition. SlfNY-ADS advisors have undertaken 
a KAP st>:dy of AFGA clinic workers. At present, three SUNY-ADS 
advisors are conducting an acceptor follow-up study involving about 
1,000 interviews. 

rtiir proposed chnic expansion, with ISA ID funding, represents a 
virtually 100 percent increase in service points as well as a 300 percent 
increase in outreach workers. These outreach workers will be trained 
to provide new services. There is a need to assure the continued 
development of the monitoring system (Client Information System) and 
the availability of data needed to evaluate AFGA performance. Evaluation 



of the effectiveness of the new workers and acceptance of their 
services is essential. Because of this, funds are provided in this 
proposal for the continued development of the Client Information 
System and the production of its reports for the life of the project. 
Also, a provision for short-term consultant services is part of the 
project proposal to be used, if., needed, in modifying the Client infor- 
mation System to incorporate data concerning the increased scope of 
family guides. 

1. Evaluation Unit 

The present AFGA organization does not have an in-house 
evaluation capability. Therefore, part of this project proposal is the 
addition of an evaluation unit In the AFGA organization which reports 
directly to the vice-president. The unit will be staffed by one senior 
employee whose salary will be equivalent to a director, and two 
statisticians or statistical clerks. This unit will be responsible for 
the op-ration of the Client Information System, plus field evaluations 
of clirics -».nd family guides. 

^ ^ hort -T erra Consultants 

:* i-- • r>vi?i-n^.i that a short-torrr. consultant will direct two 
•■raiu^tinr.s of A FGA activities {clinic operations, family guides) using 
th.- AFGA .-valuation unit as the base for conducting the evaluations. 
The first evaluation would be a study of the existing clinic operation 
and available service statistics and the utility of the present infor- 
mation system to supply data to be used in training new guides and 
opening new clinics. In addition, an analysis of the available data 
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already accumulated In the form of socio-economic questionnaires 
on patients. The second eraluat ion would be a follow-up on the 
existing clinics and on assessment of the new clinics opened and 
effectireness of the family guides in reaching the population on tr<; 
periphery of clinics. 

.3. Major Areas of Evaluation, _...... 

There are three major areas of AFGA activities which will 
require systematic evaluations: 

a. First : Clinic Operations - How effective are the 
clinics in delivering family planning services? The level 
of clinic activity must be evaluated to determine its ability 
to reach an increasing proportion of the fertile group in its 
area. 

b. Second: Fa mily Guides - The activities of the family 
guides (four per clinic) are being expanded from simply an 
information medium to an actual source for contraceptive 
distribution. Consequently, a continuing appraisal of the 
family guides is needed. Several questions must be answered. 
Are they performing as anticipated in terms of increased 
patient contacts? Do they give credible information and 
service as evidenced by rising acceptor and continuation 
rates? Are male guides securing acceptors as anticipated? 

Are contacts being made with employed groups? W ith what 
results? What evidence is there for client preference of a 



type of female worker? Are child health serrices an induce- 
ment to contraceptive acceptance? Are simple child health 
services having a measurable impact on child morbidity and 
mortality? V hat is the comparison between clinic and guiue 
as to cost effectiTeness ? This is not an exhaustive list. 

- c.- Third: — AFGA Management — How aggressive is 
management in opening new clinics, selecting and training 
family guides ? Have all newly created positions on AFGA 
headquarters staff been filled? To what extent is management 
using the service statistics from the Client Information System 
to evaluate clinic performance? How frequently does the 
medical director or his assistant visit each clinic? 
4. Procedu re 

a. Clinic Operations - A medium term (one week) field 
visit to a particular clinic by an evaluation team should be 
sufficient to identify the problems of clinic ineffectiveness. 
Combinations of clinic operation observation plus a series of 
interviews in the community, with community leadership and 
clients or potential clients contacted, can give a fairly clear 
picture >s to why a clinic is not performing as expected. Such 
evaluations should lead to suggestions for change in operations, 
personnel, or perhaps withdrawal of support for particular clinics 
or specific ope rations within the clinics. 
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b- Family Guides - The necessary changes in the Client 
Information System to allow identification of the clients recruited 
and served by guides will be needed. This will provide the data 
base necessary for continuing monitoring of guide activities. 
A brief survey conducted on a sample of the family guide 
record (or client interviews} oh people's reactions to the 
family guides and their activities would add to the bare statistical 
base. It could well direct necessary remedial measures. 

c - AFGA Management - The effectiveness of AFGA manage- 
ment can best be assessed by the service statistics and by an 
evaluation by the direct hire POP /Health project advisor. In 
addition, the USA ID annual project evaluation effort will assure 
an independent input into this evaluation. 
5. Evaluation Plan 

a. Completed by third month of project - First short-term 
consultant evaluation. 

b. Completed by 18th month of project - Second short-term 
consultant ^valuation. 

r Cr.mpl^ted during first and second year of funding - 
Mission evaluations. 



PART IV 
PROJECT ANALYSIS 



A. Project Background 

The Afghan Family Guidance Association (AFGA) has been in 
existence for six years. International Planned Parenthood 
Federation { IPPF) and USAID hare been its principal donors 
and supporters. USAID has contributed contraceptire supplies, 
equipment, and participant training7 Contraceptives are still 
furnished by USAID. AID personnel hare functioned as adrlsors 
on a semiformal basis. At present, it operates 19 clinics - 
nine in Kabul and ten in the provinces. 

In terms of total numbers of clients served, its clientele is small, 
no more than 45, 000 women. Figures from its service statistics, 
probably reasonably accurate, show a steady increase in patronage. 
The first quarter of 1974 showed a 25 percent increase in contra- 
ceptire visits over the same quarter in 1973. row ever, five years 
ago there were virtually no contraceptors in a society fairly hostile 
to contraception. There has been progress. Total annual contra- 
ceptive visits have increased from 459 in 1347 (1968) to 42,961 in 
13.i2 (1P7H). The first seven months of 1974 have resulted in 31,771 
visits. AFGA has accomplished this through a limited clinic-based, 
physician-oriented system located in areas of greatest population 
density. 

The AFGA is a voluntary organization with the Minister of Public Health 
as its patron. This patronage puts the imprint of Government of 
Afghanistan approval on its activities. It is a narrow path that must 
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be followed to retain governmental approval and freedom of action. 

There has been no officially announced populaticn policy within 
Afghanistan, nor is there likely to be in the near future. However, 
it is recognized by the more modernized Islamic authorities that 

the Holy Koran sanctions contraceptive use. (Islamic law is Jhe 

basis of the legal system in Afghanistan. > The country statement 
that was enunciated at the V orld Population Conference in Bucharest 
in June 1974 stated, "...the most important resources in developing 
national family planning programs are the availability of trained person- 
nel and financial resources. In this regard Afghanistan is no exception. 
The family planning program presently operating in Afghanistan was 
started in 1968 by a group of interested doctors. It is closely super- 
vised by the Ministry of Public Health, and funded by the International 
Planned Parenthood Federation". .. "the government plans to make 
available to people not only public health services, which control 
mortality, but also services which control fertility and which allow 
parents to space their children further apart. These services, such 
as increased family planning clinics and making contraceptives avail- 
able through the basic health services may help to reduce the sudden 
increast in size of the dependent population. Afghanistan is facing 
this challenge through preventive medical services." 

There is a recognition among some in medical circles that contraceptive 
services are needed as a health measure if for no other reason. Those 
women who are modernized hold excess fertility to be an unreasonable 
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demand on women. There are rery few persons who recognize a 
"Dopulation problem." Against the background of societal pressures 
for fertility, this pattern is not unusual. In official circles there is 
little erident open opposition to the present AFGA sendees. But 
there is little public agitation for a spread of serrices. The 
pressures for spread of serrices rome from a fewAfghans who 
recognize the needs, as well as the donor community that sees 
derelopment efforts hampered by an increasing population. The lack 
of a formal, announced GOA population policy does not appear to be 
a deterrent to the deTelopment of a project. Circumstantial eridence 
for this analysis is that the Goremment has tolerated and condoned 
the actirities and growth of the AFGA for the past fire years and has 
been supportire of its function by requesting AFGA and IPPF to expand 
its system and supply as wide a range of maternal and child health 
serrices as possible. Although the GOA has not supplied contraceptire 
serrices (through its health centers) in the past, it is now beginning to 
supply these serrices in its Basic Health Center system. It is also 
supporting a school for auxiliary nurse -midwires whose training 
Includes contraceptire delirery. The intent of the school is to proride 
f*-male workers for the health center system to supply serrices to women, 
including contraception. USAID support for the expansion of the Afghan 
Family Guidance Association's clinics to all prorinces will help to 
spread family planning serrices and an awareness of such serrices to 
rural areas in the short run. Unless, howerer, the GOA should decide 
to make AFGA the sole rehicle for family planning and allows its 



concomitant expansion, this project complements, but does not 
substitute for, the delivery of family planning through the basic 
health system. 

At present, the AFGA is largely dependent upon outside financial 
_ resources ; to support its activities. International Planned Parent- 
hood Federation (IPPF) provides its budget and USA ID frtres it 
contraceptire supplies. Presently there is no hope that this 
organization could be supported by internal financing. The more 
probable course for the future is that an expanded functioning 
organisation can be established with outside assistance and that 
the Ministry of Public Health will ultimately assimilate this system, 
particularly if increasing numbers of the population recognize the 
Talue to themselves of the service s. 

The only active contraceptive delivery system, in Afghanistan is the 
AFGA and will remain so until such time as the MPH perfects the 
functions of its basic health center system. At present, the first 
of the Ministry T s basic health centers are being readied to dispense 
contraceptire s in addition to other services. The only publicity, 
albeit a low -key effort, is done by AFGA. 

At the beginning of the development of a contraceptive service system 
by A FG A, there was virtually no demographic data of any nature avail - 
able. A sample census conducted by State University of New York- 



Afghan Demographic Studies (A ID-financed) la nearing completion. 
Next year (1975) there will be accurate data to define the demo- 
graphic parameters of the Afghan population for the first time. The 
extent of the problem of population growth can then be more accurately 
estimated. A benefit of this surrey has been assistance to AFGA 
in establishing a system of service statistics, collection of socio- 
economic information on clients (as yet unalyzed), and a continuing 
study of the characteristics of acceptors and drop-outs. The AFGA 
has an operating data system which allows for a monitoring of its 
actirities. This information is current. 

1. USA ID Assistance 

USAID has contributed $487,625 orer the five year period of 
AFGA«s development, for commodities (clinic equipment, vehicles, 
contraceptive supplies) and participant training for most of the present 
AFGA physicians and nurses. USA ID continues to supply all contraceptives 
used. This represents a U.S. investment without which the AFGA could 
not harv —ached its present level of activity. USA ID can profitably 
build on this investment. 

2. IPPF As^^qge 

IPPF has provided budget support for AFGA totaling $481,789 
since its establishment- -approximately $135,000 in 1974. IPPF will 
increase this by approximately $70,000 in CY 1975 to assist in expansion 
of services. The bulk of this increase is for workers* salaries. This 
increase should be regarded as a one-time contribution, with at most a 
similar amount in FY 1976. 
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a. SUMMARY OF USAID ASSISTANCE TO AFGA 
' (1971 - 1974) 



A. SPECIALISTS AND TECHNICIANS 



Invitational travel of two religious leaders to Cairo, 
Ankara, and Tehran and other technical personnel 



E. TOTAL 



* 50% time spent with AFGA 



AMOUNT 



^52,882 



1 - Obstetrician /Gynecologist July 1U69 - November 1969 | 

1 - Obstetrician /Gynecologist June 1970 - July 1970 j 

1 - Medical training advisor* February 1971 - September 1972 j 

1 - Medical consultant June 1971 - August 1971 ! 

B. FELLOWSHIPS AND EDUCATIONAL PROGRAM S $U 

Thru FY 1973, 27_ participants (physicians, nurses, midwives) | 

received training in either the U.S. or Iran ! 

C. EQUIPMENT AND COMMODITIES $£g 

Thru FY 1974 clinic equipment, contraceptive supplies and vehicles ! 

i 

D. OTHER 



i2 # 425 



^0,318 



$^87,6 25 



<"srw\y 



B. Afghan Family Guidance Association 
Contraceptives Distributed CY 1969-7U 



Item's 


Name 


1969 
2,000 


1970 
11,900 


1971 
16,650 


36,133 


1973 
56,866 


1/ 

122k"" 
3W50 


TOTAL 


Orals 


(cycles) 


157,899 


IUD 


(PC) 


1,000 


2,300 


6,900 


- 




!li209 


11,^9- 


Condom 


(gross) 


28 


6,620 


7ik 


1,265- 


1*U9 "•! 


• 739 


.IM85 


Foam 


( tubes ) 




748 


I*, 670 


5,180 


M30 ., 


*,<io . 


19,668 


Jelley 


(tubes) 




1,026 


3,495 


5,285 


i,0h0- : 


2,412 ' 


13,259 


Loops 


(pieces) 








2,800 


1,800 ; 




. '^k><>0Q 



!_/ Contraceptives distributed January - July 1974 



-55- 



3. Other Donor Assistance 

There is no eridence that the other major donor to AFGA, 
IPPF. will withdraw its support or decrease it below its present 
levels. However, the increase in funds for 1975, and a possibility 
for 1976, must be regarded as temporary "until IPPF has ~made~ a 
firm commitment. The only other donor that has eridence interest 
in the family planning area is the UNFPA. They discussed assist- 
ance to the N. inistry of Public Health in this area six months ago. 
To date there is no agreement between the UNFPA and the iVPIi 
on any assistance. An UNFPA survey group is expected in the 
country early next year. 



B. Economic Analys is 

It would be extremely difficult to make an economic analysis of 
the effects of x number of births averted in Afghanistan. In a 
country where the proTision of social serrices is restricted; where 
._?!?_ ^ustrial sector is miniscule; where the economy is based 
largely on subsistence agriculture --the economic effects maybe 
better judged by the effect of family size on family economics. The 
effects of excess fertility may be better related to such questions as: 

- V'hat are the benefits of distributing a limited family food 

supply among four or fire rather than seven or eight ? 

- V hat are the benefits to women and children in terms of 

reduced morbidity and mortality by limited fertility 

- Can a government deliver desired social services to a 

larger proportion of a population of limited numbers, 
given severe resource limitations? 

- How can a government become increasingly self sufficient 

in provision of services and reduce its demands on 

donors "' 
The likely in pact of the A FG.A project is indicated below. No attempt 
will be made to quantify the assumed in. pact but its effect upon the 
target population w ould include: 

- healthier mothers; reduced mortality due to better health; 

fewer deaths resulting directly from child births becaus • 
of fewer child births, as well as healthier mothers. 



- healthier mothers would result in healthier babies /children. 

- increased standard of living, since the number of family 

members being supported by a glren fixed family 
income is smaller. 

- the increased income available per family may make 

possible improved nutritional make- -for all .family .._ 
members with a consequent increase in work capacity - 
fewer work days lost. 
a side from increased living standard, a general improvement 
in the quality of life could generally be anticipated, due to 
better health, time freed from the harassment of perpetual 
infant care to provide amenities to family and self; there 
should also be fewer households without mothers, since 
their mortality rate would fall. 
- the increased available per-family-member-income may 

increase the willingness to assume the risk of adopting 
new productivity boosting inputs, or making investments, 
that bw r'.!?.sp net family income which over the long run 
v. -ri-alri ::nke rising productivity an ■■'. income ?. self -surtain - 
ins, continuous process and at the same tii:^ provide 
families with means for additional amenities, including 
education for children. 
The impact on the economy at large would include: 
reduced rate of population growth 



- a mgher proportion oi tne population wurun tne economxcaiiy 

productive group, with fewer of the country's resources 
and less of its output needed to support the economically 
non - productire group . 

- a more healthy, -rigorous, better nourished population with 

increased work capacity and fewer workdays lost, resulting 
in increased labor productirity. 

- increased arrestment, private savings, adoption of productivity- 

increasing innovations, because of improved per capita 
income resulting in a more rapid rate of growth in the 
country^ output. 
C. Financial -Afiglygig 

Since the establishment of AFGA in 1968 as the only organization 
delivering contraceptive services in Afghanistan, the organization has 
expanded its operation beginning with a rather modest operational budget 
in FY 1969 of $20,000 to $130,000 in CY 1974. IPPF has contributed 
96. B percent ($841,789) of the resources required for operational ex- 
penses during this period and with the remaining 3.4 p-rcent coming 
rrr.in local A fgh nn contributions. USA ID contributions total ?487,6?~. 
:n<> have consisted of clinic equipment, which-s, contraceptive suppli. « 
nedicai -advisory service-, and participant training fpp 54). 

Afghan administrative controls tend to be complex, with a storekeeper 
mentality that does not lend itself to fast and easy accountability 
procedures. The AFGA has reduced these controls to a more reason- 
able minimum and has established accounting procedures designed to 
meet IPPF requirements. 
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It is in the area of financial resources that the Government and 
AFGA are the weakest. This proposal represents a substantial funding 
increase in AFGA operating expenses. (CY 1974 $136,000, CY 1975 
$309,000, CY $360, COO) For some period of time this increase 
yearly operational costl' will need to be borne by outside agencies. 
The MPH has stated specifically that they expect to put the clinic 
system under their auspices "sometime in the future". However, 
there is not a homogeneous view on the subject of family planning; 
but it appears that the Government (because of its request that 
AFGA clinic system be expanded) would like to encourage a measured 
expansion of contraceptive services. Possibly because of the uncertainty 
of public reactions, the GOA prefers this expansion to take place out- 
side of the government health service. The next step probably will 
be dependent on the public's response to the AFGA clinic expansion. 
At that fre, with the management assistance presently being given 
theMPH by U5AID and an increasing interest and desire on the part 
of the wOA, it is nossiole that at least part of the financial cost for 
<J»-Iiverin£j services could be absorbed by th<- MP};. The amount of 
cost to b« 3o.-?orbcH by the MPH should be significantly less than 
AFGA's cost because services could be phased in with services being 
provided in the BI1C system, without requiring a complete transfer of 



I / Increased yearly operatfo.nal cost due to clinic expansion: salari s 
$144,000, transportation subsidy $28,000, information system $8,JW)© 
and miscellaneous, $17,000. 



personnel and other operating costs. Howerer, at this time it 
is not possible to predict when this phasing-in of serrices could 
start because the BHC system must first become operational and 
the GOA's uncertainty about the future public reaction to govern- 
ment sponsored family planning must be ameliorated. 
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D. A dm iniatrative 

Ouring the first year of operations (1969), five AFGA clinics 

were established in Kabul. Now there are 19 clinics in operation 

over the country with a concentration of serrices centered in the 

cities. 

A further concentration of services is in Kabul where 9 of the 19 
AFGA clinics are located. The Kabul clinics are presently better 
staffed than the provincial clinics with 9 of 12 doctors, 21 of 29 family 
guides. Nurses are fairly evenly distributed. 

AFGA has gained experience in the administrative procedures 

necessary to operate its present system over the past five years. 

However, the administrative capability of the AFGA can best be 

described as varied. There is a small group of fairly capable 

has 
individuals which A>uilt and carried the organization to its present 

state of function. As with most organizations in Afghanistan, there 

is strong central control with relatively little delegation of authority 

or reward for initiative. 

Personnel have been attracted and retained by a high salary scale 
for this economy. There is a lack of depth in personnel exhibiting 
management capabilities. In addition, there is an absence of emphasis 
on training as preparation for advancement within the system. 



Planning Is probably the weakest part of the AFGA management 
process as evidenced by the lack of, first, operational objectives 
and, second, financial and personnel planning to meet these 
objectives. 

However, by the continued association of A FGA management personnel 
with in-country advisors, the weakness in planning can be corrected. 
The process of education in management that is under way will be 
continued. The addition of personnel capable in program planning 
or the training of such personnel is an area that must be addressed 
if the- long-range expansion of AFGA services is to be realized. 
Further CSAID assistance beyond this project would focus on this 
issue, hopefully with a time phased plan for the utilization of trained 
personnel in the Bb'C system. 

Until such time as the MPH can sustain an effective delivery system 
or absorb the AFGA system into the Basic Health System, AFGA offer; 
the only viable vehicle for the continued expansion -' f farrily pi anr.ins 
s--rvic^5. 

Advisors have ru.-iped install a service statistics system and are 
assisting in utilization of the reports for management purposes: a 
function that AFGA management is beginning to appreciate. 



ANTS' EKES 

A Commodity Input 

B "Logical Framework: ~ — 

C Client Information System 

D Director's Certification of 25% Requirement 

E Map - Existing and proposed New Clinics 

F AID/W Approval to Develop Project Paper 



COMMODITIES INPUT 



Project 1 ea. $ 120.00 



Screen 1 ea. @ $80 



80.00 



Video Tape Equipment & Tapes 1 ea. 2,800.00 

Jcamera, recorder, playback^ power- 
pack, & tapes) 

Miscellaneous 400. 00 

3, 400. 00 
Ocean Freight l, 600. 00 
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AFGA 
Quarterly Reports 



Table I New CUents, Re Visits and Total Visits by 

Clinic, and Comparison with Previous Quarter 
and Same Quarter Previous Year 

Table II Reason for Visit by Clinic 

Table Ilia New Clients by Contraceptive IV ethod by Clinic 

for This Quarter, Previous Quarter and for Same 
Quarter One Year Before 

Table Ulb Re -Visits by Contraceptive Method, by Clinic for 
This Quarter, Previous Quarter and for Same 
Quarter One Year Before. 

Status of All Contraceptive Clients by Clinic 
Since Jadi 1, 135? (Dec. ?:>, 1 973) 

Summary Report on Quotas Established for 
Total Visits to Clinics during This Quarter 

Supply Levels for Clinics 



Table 


IV 


Table 


V 


Table 


VI 



AFGA 

Annual Report 

Part A 



Table 1 Changes in First Visits, Re -Visits, and Total 
Visits to All Clinics since Previous Six Months 
and Same Time Previous Year 

Table 2a Change in New Clients' Choice of Method by Method 

Table 2b Change in Re -Visit Clients' Choice of* Method by Method 

Table ?c Change in Total Clients 1 Choice of Method by Method 

Table 3 Total Visits for All Clinics by Reason for Visit 

Table 4 Sources of Referral to Clinic by \ ethod for All Clinics 

Table 5 Reasons for Change in Contraceptive IV ethod for All Clinics 

Table 6 Continuation Rates for All Clinics Since Jadi 1, 135? 

(22 December 1973) 

Table 7 Recurrent Costs of Running All Clinics (not including 

Capital Investment, Depreciation, or Central Office 
Administrative Overhead) 

Table 8 Cost per Visit for All Clinics 



ANNEX C 

AFGA 

Annual Report 

Part B 

Table 1 Age Distribution of New Clients for ^ All Clinics 

Table 2 New Clients 1 Age by Parity for All Clinics 

Table 3 New Clients' Age by Number of Uring Children for 
All Clinics 

Table 4 Clients' Occupations for All Clinics 

Table 5 Hi-sband's Occupation for All Clinics 

Table 6 Clients* and Clients' Husbands' Level of 
Education for All Clinics 

Table 7 Socio -Economic Status by Parity for All Clinics 

Table 8 Sc-io- Economic Status by Number of Living 
Children for All Clinics 

Table 9 Socio -Economic Status by Client Status for All Clinics 

Table 10 Age by Status for All Clinics 

Table 11 Parity by Status for All. Clinics 

Tablr 12 Number of Years of Marriage by Status for All Clinics 

Tabb i:> n,,, v Clients' Ago by Number of Years since Last 
Pregnancy V as Completed for All Clinics 

Table 14 Parity by Number of Years since Last 

Pregnancy was Completed for All Clinics 

Table 15 Socio- Economic Status by Number of Years Since 
Last Pregnancy Was Completed for All Clinics 



Table 16 Age of Client by Reason for V anting to 

Space the Next Pregnancy for All Clinics 

Table 17 Parity by Reason for V anting to Space 
the Next Pregnancy for All Clinics 

Table 18 Socioeconomic Status-by Reason for -V anting 
to Space the Next Pregnancy for All Clinics 

Table 19 Age of Client by Reason for Wanting No More 
Pregnancies for All Clinics 

Table 20 Parity by Reason for V anting no More 
Pregnancies for All Clinics 

Table 21 Socio -Economic Status by Reason for V anting 
No More Pregnancies for All Clinics 

Table 22 Previous Use of Contraception by N ethod 
for All Clinics 

Table 23 Information Contact for All Clinics 

Table 24 Socio -Economic Status by Information 
Contact for All Clinics 

Table 25 Socio -Economic Status by Continuation Rates 
For All Clinics 

Table 26 Sources of Referral by Continuation Rates 
for All Clinics 

Table 27 Clients* Education by Contraceptive Choice 
This Visit for All Clinics 

Table 28 Clients* Education by Number of Everborn 
Children for All Clinics 



Director 1 3 Certification of 25% Requirement 
(State 035028 dated February 23, 1974) 

The Afghan Family Guidance Association is a private organization 
established under Afghan laws, which is goverened by a steering 
committee consisting of officers which are elected from the 
membership of the association. There are two type of member- 
ships, original and honorary. An original member must pay an 
annual fee of Afs. 150 and has voting rights in the General Assembly 
of the association, whereas honorary member neither pays a fee nor 
has voting rights. The basic difference in membership qualifications 
is that an original member must be an Afghan citizen. 

Cince the AFGA is a private organization the 25% Host Country contri- 
bution required by Section 110 (A) of the Foreign Assistance Act does 
not apply. The GOA is making annual contributions to the AFGA as 
summarized below. 

rya.L PRO JECT COST ^y 75 % „„ 

- fT_76 f FT 77 t Total t 

: - I * D - 254,000 48.8 278,000 48.2 54,000 15.3 586,000 40.4 

T - "•"•'• 2<X>,noo 38.4 200,000 34,6 >200,000 56.6 600,000 4L.3 

"iovt. of Afghanistan 67,000 12.8 99,400 17.2 * 99,400 28.1 265,800 1*.3 

" ;)TAL 521,000 100* 577,4 00 100 3 53,400 100 1,451,800 100 



AFGA CLINKi EXPANSION 




AID/V Approval to Develop Project Paper 

AID/V" approval for USA ID /Afghanistan to proceed with the 

-development of the AFGA Clinic Expansion Project -Paper was 

transmitted to USA ID /Afghanistan via State Telegram Number 

271359 dated December 11, 1974. This approval was stated 

as follows: 

"AFGA Clinic Expansion: Concur Team's recommendation proceed 

with development PP for AFGA clinic expansion program. " 



